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Guideline for the care of women involved in Surrogate 

pregnancy 

 
  
This guidance does not override the individual responsibility of health 
professionals to make appropriate decision according to the circumstances of 
the individual patient in consultation with the patient and /or carer. Health care 
professionals must be prepared to justify any deviation from this guidance 

 
Aim 
 

This guideline has been developed to provide the multi-agency team with clear 
guidance to provide appropriate maternity care for surrogate women whilst 
maintaining awareness of the position of the commissioning (intended) parents. 
 

 
Introduction  
 
 
A surrogacy arrangement is one in which one woman ("the surrogate mother") 
agrees to bear a child for a couple ("the intended parent(s)") and surrender the 
child at birth.  
 

There are two types of surrogacy 
 
1) Traditional or straight surrogacy. This is where the surrogate uses her own 
egg, which is  fertilized with the intended or commissioning father’s sperm; this 
may be done by self-insemination using a syringe or done in an infertility clinic. 
2) Gestational, full or host surrogacy. The surrogate carries the commissioning 
(intended) parent’s genetic child conceived through in-vitro fertilization. 
 
 

Legal aspects of surrogacy 
 
Under the laws of England and Wales the birth mother is the legal mother 
irrespective of the conception method and genetic make-up of the baby. The 
surrogate’s husband, if married, is considered the legal father and neither can 
surrender parental duties (Mason and Laurie 2006) apart from through the 
courts. In order for the intended parents to become the legal parents of the 
child, they may either apply to adopt the child or apply for a Parental Order, 
which is provided for in Section 54 of the Human Fertilisation & Embryology 

Act 2008.  
 
This allows commissioning (intended) parents the opportunity to become the 
child’s legal parents. The following criteria must be met in order to apply for a 
Parental Order issued by the Family Proceedings Court in the applicant’s 
home area: 
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• At the time of the making of the order, both applicants must have attained 
the age of 18 
 
• Commissioning parent must be resident in UK 
 
• Commissioning parent must be husband and wife, civil partners, or two 
persons living as a couple in an enduring family relationship 
 
• At least one of the applicants must be genetically related to the child 
 
• Apply within 6 months, beginning with the day on which the child was born 

• The surrogate parents must freely and, with full understanding of what is 
involved, unconditionally agree to the making of the order. The agreement of 
a woman who carried the child is ineffective if given less than six weeks after 
the child’s birth.  

• No money other than expenses must have been paid in respect of the    
surrogacy arrangement 

• The child must reside with the commissioning parents. 

The court will appoint a Parental Order Reporter, who visits all the parties and 
provides the Court with a report describing the circumstances of the 
surrogacy, commenting on the welfare of the child, (as set out in the Adoption 
Act 2002 and modified by the Parental Orders Regulations).  

Although rare, in some instances the Court may ask for a DNA test to prove 
the parentage of the child. 

The Parental Order Reporter will need to satisfy the Court that the consent of 
the birth mother is freely given. The granting of the Order is dependent on the 
surrogate’s consent. 

When the Parental Order is granted the Registrar General will make an entry 
in a separate Parental Order Register to re-register the child. This will be 
cross-referenced with the original entry in the Register of Births. It will not be 
possible for the public to make a link between entries in the Register of births 
and the Parental order Register. 

However, once the child (who was the subject of the Parental Order) is 18 
years old they are able to have a copy of the original birth certificate, but they 
must first be offered counselling. 

Up until the granting of the Parental Order by the Court, the surrogate can 
apply for a Residence Order to stop the Parental Order being made or seek 
the return of the child.  The intended parents can make a counter application. 
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Under British law once the Parental Order is granted the commissioning 
(intended) parents will receive a new birth certificate stating that they are the 
legal parents of the child (Surrogacy UK 2007). 

 

 

General guidance 

 
Health care professionals have a legal duty of care to the surrogate mother 
and the baby once born. The wishes of the surrogate are paramount and the 
commissioning (intended) parents will only become involved with her direct 
consent. 
 
• The multi-professional team should be non judgmental and encourage the 
surrogate to be open and honest about the arrangements to ensure a good 
relationship based on trust 
 
• Confidentiality: information should only be shared by health care 
professionals on a need to know basis and only then with the consent of the 
surrogate. If there are safeguarding concerns the need for consent is 
overridden.  
 
• Record keeping: details of the surrogacy agreement should only be 
documented in the health care records if the surrogate consents. 
 
•  A Supervisor of Midwives should be made aware of surrogacy 
arrangements in order to provide midwives with additional support. 
 
• The Head of Midwifery should also be informed if the commissioning 
(intended) mother requests to stay in hospital to arrange support and 
guidance for parenting skills and care of the newborn if required. 
 
 
Antenatal care 
 
Planning of care during pregnancy is vital to ensure  that the surrogate 
receives the maternity care she requests and requires. This may include 
involvement of the commissioning (intended) parents. 
 
A surrogate mother and the intended parents will often sign up to a written 
agreement, for example, the organisation, COTS (Surrogacy in the UK), 
provide a template agreement and guidance on the issues this may include. A 
written agreement usually sets out plans for birth, who will hold the baby after 
birth and who will make decisions about the child's welfare etc. Staff should 
be aware that  any contracts or agreements signed/entered into before the 
child is born are not legally binding and should only be used as a guidance. 
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Particular attention should be paid to the following as they may influence the 
surrogacy arrangement. 
 
 
If there is a private surrogacy arrangement, midwives must assess each 
surrogate mother and the intended parents by liaising with their general 
practitioners and health visitors, this assessment should assist in to deciding 
whether there is a risk of significant harm or neglect to the child when born. 
 

Antenatal screening tests and the plan of care if an abnormality is detected. 
 
This may include forward planning relating to the potential termination of 
pregnancy. 
 
 Place of birth. If the surrogate agrees it may be appropriate for the 
commissioning (intended) mother (or father – include same sex couples) to be 
present. 
 
 Management of labour and birth including pain relief. Birth support should     
also be discussed. 
 
 Surrogate mother’s wishes relating to the care of the baby in the case of her 
being unable to communicate this if she is unwell. 
 
 Method of feeding and immediate care of the baby. 
 
Consideration of UHB’s position relating to the commissioning (intended) 
parent(s) staying in hospital to provide care and potential initiation of breast-
feeding. 
 
 Provision of parent education. This should be discussed with the surrogate 
mother and if she is in agreement the commissioning (intended) parents 
should be invited to attend the classes. 
 
Arrangements for baby care following birth form (Appendix 1) to be discussed 
with surrogate mother and intended parents between 34-36 weeks gestation. 
This form should be signed by the surrogate mother, intended parents and 
named midwife and placed in hand held maternity records(Appendix 1). 
 
Communication with the health visitor who will care for the birth mother and 
intended parents should occur during the antenatal period. 
 
Intrapartum care 
 
If the surrogate mother agrees the commissioning (intended) parent(s) may 
be present at birth. Health care professionals should ensure that the wishes of 
the surrogate remain paramount. 
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The birth notification should be entered in the computerised records as normal 
under the surrogate’s details. 
 
The baby should be registered in the hospital PMS system as normal. 
 
The baby and surrogate mother should be identified following usual hospital 
procedures. Should the surrogate leave hospital prior to the baby, the baby 
should continue to be identified as the baby of the surrogate. 
 
 
 
 
Postnatal care 
 
Clinically appropriate postnatal care should be provided to the surrogate 
mother. 
 
If the commissioning parents live within the Cardiff and Vale University 
Health Board appropriate arrangements should be in place to provide 
midwifery care to the newborn baby and the intended parents. 
 
Particular care should be paid to the surrogate’s psychological state and 
additional support offered. Additional postnatal visits may be required and 
should be decided on an individual basis. 
 
The legal guardianship of the baby remains with the surrogate mother, until 
the Court has granted a Parental Order to the intended parents. This means 
the consent for medication/screening of the baby must be obtained from the 
surrogate mother, even if the baby is in the care of the intended parents. 
Consent for vitamin K administration should be obtained from the surrogate 
mother following delivery. 
 
The surrogate will need to provide written consent for newborn screening. If 
the baby is to reside with the intended parent(s) it may be appropriate to 
obtain this prior to the surrogate leaving hospital. This will be of particular 
importance if the baby is with the commissioning parents in Cardiff & Vale but 
the surrogate mother resides a distance away in a different Health Board.  
 
 If the commissioning (intended) parent(s) are caring for the baby they should 
be supported to do so. The intended parent(s) are not admitted to hospital but 
should be regarded as ‘partners’ of the surrogate and made welcome in a 
similar way to partners of other mothers in our care. 
 
As the surrogate mother is the legal mother at birth, the baby cannot be 
removed from the hospital by the intended parents without her consent. Staff 
should ensure they have written consent from the surrogate mother before 
handing over the baby and that this is done, wherever practicable, in the 
presence of the surrogate mother and the intended parents. 
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The commissioning (intended) parents should be provided with a required 
level of support relating to baby care and feeding, including community 
midwifery and Health Visiting input. 
 
 The community midwifery and Health Visitor for the commissioning (intended 
parents) should be informed of the birth and arrangements for the baby as 
soon as practicable. 
 
 Transfer to the health visitor should ensure continued care for the surrogate 
mother as well as the baby and commissioning (intended) couple particularly 
if they live in different areas. 
 
 
Safeguarding Considerations 
 
If the fertility treatment has been undertaken by a licensed clinic, midwives 
and professionals can be assured that the treatment will have been in 
accordance with the Code of Practice (HFEA 2015).  It is advised that written 
evidence from the fertility clinic is obtained. The prospective parents may 
have written confirmation from the licensed centre of the genetic relationship 
to the child and the fact that their treatment involved the surrogate. It is 
preferable that as far as possible this information is obtained by the people 
involved. 
 

If hospital staff become aware of a pregnancy or birth following 
commissioning and have grounds to doubt the commissioners identity or 
suitability to care for the baby, or the degree of voluntarism (payment beyond 
reasonable expenses is unlawful), a referral to children’s services should be 
submitted. 
 
If there is any behaviour or information that may lead professional believe that 
the baby is at risk of being trafficked, advice should be sought from the 
safeguarding team, which may result in a referral to children’s services. 

 
Staff booking women for maternity care who disclose a surrogate pregnancy 
through a private arrangement must make enquiries as to the circumstances 
of conception and plans for birth and subsequent care of the baby. If the 
arrangements for the baby cannot be clarified and all individuals identified, a 
referral to children’s services should be submitted. 
 
Staff should be alert to the potential for illegal surrogacy being undertaken for 
the profit of the surrogate or a third party. Should staff suspect a commercial 
arrangement, they should contact the Safeguarding Midwifery Advisor and 
Head of Midwifery for further advice and guidance. 
 

If the Intended Parents change their minds about taking the child, for 
example, if their circumstances have changed or if the child is born physically 
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or mentally disabled and they feel unable to take on the responsibility, the 
Surrogate Mother (and her partner) will be legally responsible for the child.  
In the event that the Surrogate Mother also refuses to take on the 
responsibility, a referral should be made to children’s services. 

 
Sources of advice and support 
 
• Safeguarding Midwifery Advisor 

• Supervisor of Midwives (LSA guidance to support midwives in caring for women 
involved in surrogacy)  

• Senior Midwife  

• Line Manager  
 
 

Audit 
 

These guidelines will be audited within 1 year of implementation by ensuring 
that all documentation is completed in line with the checklist for Surrogacy 
documentation. 
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Surrogacy 
Arrangements for baby care following 

birth 
 

 To be completed by birth (surrogate) mother 
 

Please sign box 

1. I understand that I retain parental responsibility for my baby until this is 
relinquished by the Court  
 

 
 
 

2. I understand that the intended parents (named below) cannot provide consent 
to any medical procedures, including newborn screening, testing or treatment 
until they are confirmed as the legal parent(s) through birth registration or 
transfer of parental responsibility through the Court 
  

 

3. I agree to the person(s) named below providing parental care to my baby whilst 
the baby is an inpatient with Cardiff & Vale Health Board 
 

 

4. I agree to my baby being taken home by the intended parents  
 

 

5. I give permission for the relevant community midwives, health visitors and GPs 
to be informed that my baby is in the care of the intended parent(s)  
 

 

6. I agree to the person(s) named below providing care to my baby following 
discharged from hospital 
 

 

7.  I understand that this agreement is not legally binding and that I can change 
my mind at any time prior to the Court relinquishing me of parental 
responsibility 

 

 

 

________________________  ________________ _____________________ 
Name of Surrogate (birth) mother   Date   Signature of 
Surrogate 
 
 

________________________  _________________ _____________________ 
Name of person to care for baby   Date   Signature of 
intended parent 
 

Directorate of Obstetrics & Gynaecology, 
Cardiff & Vale Health Board 
Heath Park, 
Cardiff,  
Wales 
CF14 4XN 
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________________________  _________________ _____________________ 
Name of person to care for baby   Date   Signature of 
intended parent 
 
 
 
 

________________________  _________________ _____________________ 
Name of midwife    Date   Signature of midwife 
 
 

Appendix 1 

Checklist for Surrogacy documentation 

Antenatal period  
 Ensure  the following information is collected and documented in the pregnancy 
records.  

 Documentation of liaison with Gp and Health Visitors of both the surrogate  
mother and the intended parents. 

 Birth plan completed with surrogate mothers intended wishes for birth / postnatal 
period  

o Include her wishes for the intended parents i.e. to be present at the birth / present 

during postnatal inpatient stay  
Full contact details for the Intended parents  

o Names  

o Telephone numbers  

o Home address  

Arrangements for baby care following birth to be completed 
 
Address / fax / telephone numbers for the following  

o Local maternity hospital  

o Community Midwives  

o Local GP surgery  

 
Intrapartum  
Ensure birth plan discussed with the midwife caring for the surrogate mother  
Ensure surrogate wishes for the Intended parents is clear for example if they are 
to be present at the birth  
 
Postnatal period  
Ensure postnatal ward staff are clear of the surrogate mothers wishes relating to 
the intended parents. 

Check the intended parents discharge details  

o Address  

o Telephone contact numbers  

 
Address / fax / telephone numbers for the following  

o Local maternity hospital  

o Community Midwives  

o  GP surgery  
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To ensure surrogate mother and baby receive follow up care in the community 
please  
Fax the surrogate mother’s details to the community midwife and GP  

Fax the baby’s discharge details to the community midwife and GP of the 
intended parents  
 
 
 

             

 
 


